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FOREWORD. 


I am  happy  to  present  the  report  of  the  Massive  Eye  Camp 
Project  organised  in  Tamil  Nadu  state  in  India  for  restoration 
of  Eye  sight.  All  the  Ophthalmic  Collegues  in  the  state  Service 
have  done  their  best  in  the  organisation  of  these  Eye  Camps. 

! The  services  of  the  Teaching  Staff  in  the  Ophthalmic  Institutions 
I have  been  mobilised  completely  and  have  been  used  in  these  Eye 
j Camps. 

This  is  the  first  time  that  a major  curative  programme  of 
restoration  of  vision  has  been  done  using  the  Government 
machinery  of  the  Revenue  and  Development  Departments.  The 
District  Collectors  and  their  staff  have  taken  the  great  responsi- 
bility of  providing  all  the  arrangements  of  the  Camp.  In  some 
camps,  voluntary  agencies  and  Industrialists  took  keen  interest 
and  did  excellent  work  to  make  this  programme  a success. 

The  importance  of  this  massive  project  is  to  mobilise  the 
qualified  Eye  specialists  from  the  cities  and  organise  camps  in 
rural  areas  utilising  all  the  revenue  department  and  other  depart- 
ments for  a massive  co-ordination  programme  of  restoring  Eye 
sight  to  Fifty  thousand  people  suffering  from  blindness  due  to 
cataract.  The  capital  cost  was  almost  negligable  and  the  cost 
of  operations,  food  etc.,  for  each  operation  was  only  Rs.  55/-  for 
each  operation.  This  is  a negligable  amount  of  money  com- 
paring the  benefits  given  to  the  patients  including  free  glasses. 
An  Evaluation  Committee  also  has  been  appointed  by  the  Govern- 
ment to  evaluate  the  work.  I am  glad  to  inform  that  the  Evalua- 
tion shows  that  the  results  of  operations  are  comparable  to 
results  of  operations  in  the  existing  Eye  Hospitals. 

I thank  the  Hon'ble  Chief  Minister  of  Tamil  Nadu,  Health 
Minister,  Health  Secretary,  Director  of  Medical  Education 
and  Director  of  Health  Services  for  all  the  encouragements  and 
guidance  given  for  this  massive  work. 


G.  Venkataswamy. 
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Dr.  Kalaignar.  M.  KARUNANITHI 
EYE  CAMP  PROJECT. 

I.  INTRODUCTION: 

Eye  Camp  have  been  in  existence  since  the  beginning  of  the 
20th  century  in  India.  Missionaries,  Govt.  Institutions  and  voluntary 
agencies  have  been  conducting  Eye  camps  in  various  parts  of  India. 
Sir  Henry  Holland,  Dr.  Mathura  Doss  are  some  of  the  pioneers  in 
Eye  Camp  Projects.  For  the  first  time  in  the  history,  massive  Eye  Relief 
Project  was  started  in  Tamil  Nadu  in  South  India.  The  Chief  Minister 
of  Tamil  Nadu,  Dr.  Kalaignar  M.  Karunanithi  took  up  this  project  with 
a long  range  vision  to  restore  eye  sight  to  one  hundred  thousand 
people  in  one  year  in  Tamil  Nadu.  This  project  was  started  on  his 
birthday  on  3rd  June  1972.  Five  Mobile  Ophthalmic  Units  were  started, 
two  aie  located  in  Madras  city  in  the  Govt.  Ophthalmic  hospital  and  the 
rest  three  are  attached  to  Medical  College  hospitals  in  Coimbatore, 
Thanjavur  and  Madurai.  The  Director  of  Health  Services,  Govt,  of 
Tamil  Nadu,  Madras  was  made  in  over-all  charge.  Dr.  G.  Venkataswamy, 
Professor  of  Ophthalmology,  Madurai  Medical  College,  Madurai,  was 
asked  to  co  - ordinate  the  work  in  three  units  covering  nine  districts  and 
Dr.  J.  E.  Abraham,  Superintendent,  Govt.  Ophthalmic  hospital,  Madras, 
was  asked  to  co-ordinate  the  work  in  the  remaining  five  districts. 

During  the  Collectors’  conference  with  the  Ministers,  each 
Collector  fixed  a target  of  cataract  eye  operations  for  his  district  as  given 
in  annexure  I.  Additional  Staff  was  sanctioned  for  these  five  units.  The 
Staff  pattern  is  given  in  annexure  II.  Vehicles  for’transport  of  staff  and 
equipment  were  sanctioned.  Due  to  several  reasons,  there  was  considerable 
delay  in  getting  the  vehicles  and  at  the  end  of  the  year  in  May  1973,  each 
unit  had  one  jeep.  In  spite  of  repeated  efforts,  all  the  equi  pment  could  not  be 
purchased  and  we  hope  to  have  complete  equipment  before  the  end  of  the 
year  1973.  There  were  no  qualified  Ophthalmolgists  available  for  the 
Mobile  Ophthalmic  units,  and  only  raw  M.  B.  B.  S.  doctors  were 
available.  Most  of  them  were  not  able  to  operate  or  examine  the  eyes. 
Nurses  had  special  training  in  Ophthalmology  work.  Courses  were 
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organised  for  them.  Some  of  the  nurses  had  worked  in  the  eye  camps 
and  they  trained  the  new  nurses.  The  other  staff  like  Nursing  Assistants 
etc.,  were  also  trained  in  the  work.  Eye  doctors  working  in  the  various 
Eye  hospitals  have  had  experience  in  the  Eye  camps  in  the  last  few  years 
and  this  had  good  basis  for  starting  of  this  massive  eye  relief  programme. 

The  essential  features  of  this  programme  are: 

1.  Mobilisation  of  highlyqualified  eye  doctors  to  rural  areas 
for  examination  and  treatment. 

2.  Mobilisation  of  the  staff  of  the  Development  Department  and 
the  Revenue  Department  for  organising  Eye  camps. 

This  is  the  first  time  in  the  history  that  a curative  programme 
has  been  organised  on  a massive  way  through  the  Government  depart- 
ments. Free  surgical  treatment  is  done  almost  at  the  door  of  the  patients 
and  everything  is  given  free  to  the  patients  including  food,  accommoda- 
tion, glasses,  medicines  etc..  The  cost  of  this  project  is  much  less  than 
that  of  similar  work  conducted  in  the  hospitals.  A wide  awakening  has 
been  made  in  the  rural  population  and  they  are  increasingly  aware  of 
eye  diseases  and  eye  defects.  This  has  improved  the  working  efficiency 
of  the  people  as  v/ell.  The  providing  of  eye  sight  to  thousands  of  people 
in  the  rural  areas  helps  to  increase  the  production  of  food  and  other 
commodities  to  the  community.  The  morale  of  the  people  has  considerably 
improved  when  they  found  that  their  sight  could  be  restored,  as  these 
cataract  patients  had  previously  lost  all  hope  of  getting  their  sight  back. 
Their  relatives  also  have  been  relieved  of  the  burden  of  looking  after 
them.  Several  people  who  were  almost  destitutes  have  regained  their 
sight  and  are  able  to  live  on  their  own  earnings.  So,  this  unique  rural 
welfare  programme  undertaken  by  the  Chief  Minister  of  Tamil  Nadu  has 
very  few  parallels  in  the  medical  history  of  the  world. 

II.  PROBLEM  OF  BLINDNESS  DUE  TO  CATARACT: 

Several  surveys  have  been  done  in  various  parts  of  India. 
A recent  survey  done  by  the  Indian  Council  of  Medical  Research  shows 
that  nearly  1%  of  the  population  is  blind  in  both  eyes  due  to  cataract. 
Here  blindness  is  defined  vision  less  than  3/60  with  the  best  possible 
correction.  There  is  another  0'5%  of  the  population  blind  in  one  eye  due 
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to  cataract.  High  percentage  of  these  people  are  in  age  group  beween 
40  and  60  years.  Most  of  them  are  in  working  age  group.  By  this 
estimate,  in  Tamil  Nadu  alone,  we  expect  about  0 ' 7 million  peoi)le  with 
cataract  fit  for  operation.  Traditionally,  people  were  advised  operation 
only  when  the  cataract  is  mature.  So,  there  was  a lot  of  reluctance  both 
on  the  part  of  the  patients  as  w'ell  as  on  some  doctors  to  consider 
immature  cataract  with  vision  less  than  3 ' 60  for  operation.  Gradually, 
the  idea  is  spreading  that  people  with  immature  cataract  can  also  get 
their  eyes  operated  as  safely  as  people  with  mature  cataracts  and  their 
vision  can  be  totally  restored.  The  target  that  was  fixed  to  operate  one 
hundred  thousand  cataract  operations  in  the  eye  camps  is  in  addition  to 
those  done  in  the  hospitals  and  private  institutions.  80  o of  these  people 
are  living  in  the  rural  areas  in  small  villages.  The  communication  to  the 
villages  is  poor.  These  people  are  poor  and  it  is  almost  impossible  for 
them  to  reach  eye  hospitals  situated  in  big  towns. 

III.  PROBLEM  OF  OTHER  EYE  DISEASES: 

Blindness  due  to  cataract  is  like  an  Iceberg  seen  above  the  wall . 
There  are  several  problems  of  the  eye  in  the  community.  The  following 
are  the  major  problems : 

1.  Glaucoma. 

2.  Refractive  errors. 

3.  Infections  of  the  eye. 

4.  Injuries  of  the  eye- 

5.  Retinopathies. 

6.  Genetic  diseases. 

All  these  diseases  affect  the  working  efficiency  of  the  affected 

persons. 


Malnutrition  is  a major  problem  causing  blindness  to  thousands 
of  children  between  the  ages  of  1 and  3. 

The  following  tables  give  age  and  distribution  of  blindness  in 
Urban  and  rural  survey  as  made  by  the  Indian  Council  of  Medical 
Research,  New  Delhi. 
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Malnutrition,  apart  from  causing  blindness,  is  responsible  for 
night  blindness,  Bitots  spot  etc.,  In  Tamil  Nadu,  Vitamin  ‘ B ’ Complex 
deficiency  is  responsible  for  defective  vision  in  great  number  of  people. 

TABLE  A. 


Age  Distribution  of  Blindness  — I.  C.  M.  R.  Urban  Sample  Survey 
^Vision  less  than  or  equal  to  6/60  in  the  better  eye.^ 


Diagnosis. 

0-20  21 

-30  31-40  41-50  51-60  60  & above.  Total  Percent 

age. 

1.  Cataract  Nos. 

5 19  132 

234 

300 

89-2 

2.  Glaucoma  „ 

2 4 

8 

14 

3-2 

3.  Opticatrophy  „ 

4.  Phthisis  Bulbi 

5 

1 

1 

7 

1-6 

-t-  Anterior 
Staphyloma  + 
Dense  Leucoma  „ 

1 

3 2 

3 

9 

2-1 

5.  Microphthlmos 

+ Microcornea 
with  coloboma 
in  Chorid  + 
Microcornea  ,, 

4 

13  1 

9 

2.1 

6.  Aphakia  with 

Chorio-retinitis 
+ Retinitis 
Pigmentosa 

Diffuse  Choridi- 
tis  + Corneal 
Dy.strophy  ,, 

1 

1 1 2 

5 

1-1 

7.  High  Myopia  + 

Myopic  Degene- 
ration 

1 

1 

2 

0-5 

8.  Alhinotic 

Fundus  & 
Nystagmus  ,, 

1 

1 

0-2 

Totf^l  12  5 9 24  141  256  437  lOQ-O 


TABLE  B. 


Age  Distribution  of  blindness  - I.  C.  M.  R.  Rural  Sample  Survey. 

Six  Taluks,  namely  Dindigul,  Tiruchirappally,  Melur,  Nilakottai. 
Madurai  & Kulathur. 


(Vision  less 

than 

or 

equal  to  6 . 60 

in  the  better 

eye.) 

Diagnosis. 

0-20 

21-30  31-40  41-50 

51-60  61  & above.  Total  Percent 

age. 

1.  Cataract  Nos. 

1 

3 46 

204  368 

622 

92-40 

2.  Glaucoma  ,, 

2 

1 13 

16 

2-30 

3.  Leucoma 

-r  Phthisis 

Bulbi  ,, 

5 

3 

3 

3 12 

26 

4-00 

4.  Anephthalmos  ,, 

1 

1 

0-15 

5.  Microphthalmos 

with  Mystagmus 

+ Choroiditis  „ 

1 

1 

2 

0-30 

6.  Myopia  with 

degeneration  ,, 

1 

1 

0-15 

7.  Opticatrophy  ., 

1 

1 

1 

3 

0-40 

8.  Nystagmus  ,, 

1 

1 

0-15 

9.  Empty  Socket  ,, 

1 

1 

0-15 

Total 

8 

7 

5 51 

209  393 

673 

100  00 

IV.  OPHTHALMIC  SERVICES  AVAILABLE  AT  PRESENT  IN 
TAMIL  NADU. 

At  present,  (of  the  Medical  Colleges  in  the  Eye  Department  of 
Tamil  Nadu)  the  total  strength  of  beds  available  is  about  600.  Every 
district  hospital  has  got  an  eye  section  with  5 to  10  beds.  In  the  Mission 
hospitals  and  private  institutions,  there  are  about  300  beds.  So,  the  total 
number  of  eye  beds  in  Tamil  Nadu  is  about  1000.  The  total  number  of 
qualified  eye  doctors  in  State  service  as  well  as  in  private  practice  and 
Mission  hospitals  is  about  120  in  number.  The  number  of  cataract 
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operations  done  in  all  these  institutions  is  about  20,000  in  a year. 
Mainly,  the  elite  of  the  public  and  part  of  the  urban  population  are 
able  to  get  eye  relief  in  the  existing  institutions.  There  are  schools  for 
Opticians  and  Orthoptists  in  the  State  and  the  number  of  opticians 
employed  in  the  state  is  about  30.  The  number  of  Orthoptists  employed 
is  about  6.  There  is  considerable  unemployment  among  Opticians  and 
Orthoptists. 

Nearly  50  percent  of  the  Eye  beds  available  in  the  State  are  in 
the  Madras  city.  In  districts  like  South  Arcot,  Dharmapuri,  Ramanatha- 
puram  etc.,  15  to  20  beds  only  are  available  for  the  eye  patients.  So  even 
the  existing  services  that  are  available  are  mal -distributed  and  so  in  the 
Mofussil  areas,  very  little  ophthalmic  services  are  available  to  the 
people  in  the  rural  areas.  For  want  of  suitable  advice  and  knowledge, 
quick  remedies  are  applied  and  as  a result  some  people  become 
dincnrahly  blind.  The  amount  of  blindness  due  to  corneal  ulcers  is  very 
high.  So  also,  people  are  not  generally  aware  of  the  common  diseases  like 
cataract,  glaucoma  etc..  Any  defective  vision  is  only  taken  for  cataract. 
They  are  advised  to  wait  till  the  cataract  is  mature.  This  results  in 
irreversible  loss  of  vision  due  to  glaucoma.  There  is  very  little 
consciousness  about  glaucoma  among  people  at  large.  Injuries  in  the  eye 
in  agrcultural  operations  are  quite  common.  This  may  be  splashing  of 
mud  in  the  eyes  or  injuries  with  thorns.  There  is  no  immediate  local 
treatment  available  and  people  invariably  lose  their  vision. 

In  the  school  education  also  very  little  is'told  about  care  of  the 
eyes  or  how  proper  nutrition  is  essential  for  good  eye  sight.  Several 
surveys  of  school  children  show  that  more  than  30?4  of  the  children 
suffer  from  malnutritional  eye  diseases  and  15  to  20«  need  glasses  for 
proper  ejm  sight.  There  is  no  provision  for  screening  children  in  the 
schools  or  to  prescribe  correct  glasses. 

V.  EXPERIENCE  OF  PREVIOUS  EYE  CAMPS: 

From  the  year  1961,  the  Government  of  Tamil  Nadu  has  been 
organising  Eye  camps  in  the  two  Mobile  Ophthalmic  Units,  one  at 
Madurai  and  one  at  Madras.  Initially  four  Eye  camps  were  run  by 
Madurai  Medical  College,  subsequently  with  the  help  of  the  voluntary 
organisations  and  the  Royal  Commonwealth  Society  for  the  Blind,  the 
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number  of  camps  gradually  increased  from  4 to  20  in  the  year  1971. 
In  these  camps,  several  industrial  units  assisted  the  organisation  and 
several  improvements  have  been  made  in  doing  propaganda,  in  examina- 
tion of  patients,  selection  of  cases  for  operation,  technique  of  operations, 
post-operative  care  etc..  The  Medical  staff  and  Nursing  staff  got  intensive 
training  for  doing  massive  operations  in  a day.  Groups  of  social  workers 
took  interest  in  various  towns  and  they  were  available  for  eye  camp 
work.  Opticians  were  trained  for  conducting  glaucoma  screening.  So  a 
good  infra-structure  was  ready  to  take  up  this  massive  eye  relief  work. 
Sufficient  number  of  operation  tables  and  equipment  were  also  available 
for  doing  massive  work  even  from  the  beginning  when  the  equipment  for 
Chief  Minister’s  Eye  Camp  Project  was  not  ready. 

^ Different  technical  procedures  for  examination  and  treatment 

I of  patients  were  tried  in  camp  and  the  best  methods  of  preparing  the 
I parents  and  operating  were  used.  Portable  dark  rooms  were  designed 
I in  P.  S.  G.  Engineering  College,  Coimbatore  for  these  camps.  Improved 
I methods  of  keeping  the  records  of  the  patients  with  full  history  and 
( particulars  regarding  post-operative  complications  etc.,  are  available. 

I At  the  end  of  each  camp,  details  are  given  about  the  results  of  operation, 

; complications  etc..  In  some  camps,  patients  are  examined  six  weeks  after 
I the  operation  and  results  are  recorded. 

VI.  0RGAN1S.\TI0N  OF  THE  CHIEF  MINISTER’S 
EYE  CAMP  PROJECT : 

i)  PROPAGANDA  : 

This  is  done  by  the  Revenue  Department  in  the  concerned  areas. 

1 Messages  are  announced  through  radio.  Wall  posters  and  cinema  slides 
I are  put  up  in  the  areas  of  the  eye  camps  and  other  surrounding  areas 
covering  a distance  of  20  to  30  miles  radius.  In  some  places,  for  want  of 
time,  posters  are  not  put  up  and  they  are  just  put  up  2 days  before.  This 
( w IS  the  reaon  for  small  number  of  cases  in  some  of  the  eye  camps. 

Hand  bills  are  printed  and  distributed.  Vans  with  loud  speakers  are  sent 
' to  various  places.  Grama  sevaks  and  village  Headmen  are  asked  to 
I prepare  list  of  people  in  every  village  with  poor  vision.  Such  lists  are 
I made  available  from  each  community  block  before  the  eye  camp  is 
started. 


As  the  propaganda  is  done  by  oech  Revenue  Official  in  the  area, 
there  is  considerable  variations  in  the  impact  of  the  propaganda  on  the 
community.  In  April  and  May  1973  where  the  maximum  number  of  eye 
camps  had  been  fixed,  dates  were  suddenly  changed  and  so  the  propaganda 
was  also  delayed.  In  places  like  Dharapuram,  Tiruvarur  and  Gobichettu- 
palayam,  where  intensive  propaganda  was  done,  more  than  2,000  cataract 
operations  were  done  in  each  eye  camp.  So  considerable  attention  is 
necessary  to  spread  the  message  of  the  eye  camps  sufficiently  in  advance 
and  to  help  the  people  to  take  the  decision  also.  The  blind  person  in  the 
village  is  the  last  man  to  hear  anything  about  what  is  happening  outside 
his  environment.  Somebody  must  go  and  tell  him  about  the  eye  camp  and 
even  if  he  knows  about  the  eye  camp  he  is  not  able  to  come  or  he  cannot 
decide  about  the  operation  unless  he  consults  his  people.  Sufficient  time 
is  necessary  for  all  this  process  and  field  workers,  preferably  qualified 
ophthalmic  Assistants  and  Opticians  can  do  the  job.  In  the  camps  at 
Nagalapuram,  Koilpatti  and  other  places,  trained  opticians  were  sent 
to  remote  villages,  in  a jeep  accompanied  by  a gramasevak.  In  each 
village,  they  were  able  to  pick  up  5 to  15  patients  for  cataract 
operations.  In  a community  block  with  a population  of  70,000,  they  were 
able  to  get  600  to  700  cases  which  needed  operation.  They  could  diagnose 
some  of  the  other  common  ailements  like  Dacryocystitis,  Pterygium, 
glaucoma  etc.,  If  there  was  time,  he  could  prescribe  also  glasses  to 
the  people  who  needed  them. 

News  about  conducting  eye  camps  are  put  in  local  newspapers 
etc.,  There  is  a lot  of  scientific  research  to  be  done  for  the  effective 
propaganda  to  reach  the  really  deserving  poor  cataract  patients  staying 
in  the  far  off  corners  of  rural  areas. 

ii)  SELECCTION  OF  CASES  : 

In  the  eye  camps,  all  eye  diseases  are  examined  and  treated. 

People  who  are  suffering  from  cataract  are  operated  for  cataract.  | 
In  some  cases,  even  glaucoma  patients  have  been  operated  to  relieve  tha  j 
tension.  Patients  with  Dacryocystitis  etc.,  are  operated.  i 
Those  who  need  glasses  are  prescribed  glasses.  Complicated  cases  like  : 
Papilloedema,  Optic  Atrophy,  Retinopathy  etc.,  are  referred  to  the  j ^ 
nearest  eye  hospital.  Cases  of  malnutritional  eye  diseases  are  given 
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proper  advice.  Cases  of  cataract  selected  for  operation  are  admitted  as 
in-patients  in  the  eye  camp.  Arrangements  are  made  to  put  them  in 
charge  of  qualified  nurses  in  batches  of  30  or  40  Patients  routines  get 
blood  pressure  examined  and  those  with  Diastolic  pressure  above 
100  are  not  taken  for  operation.  Urine  is  examined  and  those  who  have 
sugar  are  not  taken  for  operation,  in  eye  camps. 

iii)  ACCOMMODATION  : 

The  Eye  camp  is  accommodated  usually  in  big  school  buildings 
or  college  buildings  or  big  marriage  halls.  At  least  two  weeks  before 
the  camp  is  started,  the  site  is  inspected.  A central  good  hall  is  selected 
for  operation.  Depending  upon  the  number  of  patients  to  be  operated. 
One  or  two  halls  are  selected  for  operation  theatres.  We  have  put  the 
maximum  number  of  tables  of  20  or  10  surgeons  to  operate  at  a time. 
In  addition  to  operation  theatre,  there  will  be  a store  room  near  the 
theatre  for  drugs  and  equipment.  There  will  be  a duty  room  for 
Medical  Officers  and  Administrative  people.  A Nurses’  room  also  is 
provided.  Patients  who  have  been  operated  are  usually  put  on  mats  in 
the  class  room  floors  in  the  school  building.  Roughly  20  to  25  square 
r feet  is  required  for  each  patient  and  occasionally  additional  sheds  are 
put  up  to  accommodate  more  people.  The  floor  is  always  of  cement 
floor  or  tiled  floor.  Sufficient  number  of  temporary  leach  type  latrines 
are  constructed  near  the  wards  for  the  use  of  the  patients.  Temporary 
kitchen  also  is  constucted  for  cooking  for  the  patients.  Dining  room 
is  provided  for  the  volunteers,  medical  and  para-medical  staff  in  the 
camps. 


For  Medical  Officers,  Nurses  and  other  people,  accommodation 
is  provided  in  the  nearby  buildings  like  Travellers  Bungalow  etc.,  for 
the  duration  of  their  stay.  The  Maternity  Assistants,  Ayahs  etc.,  usually 
, stay  near  the  camp  so  that  they  are  available  at  the  time  of  call  duty. 

j For  the  examination  of  out-patients  if  built-in  space  is  not 

j enough,  pandals  are  put  up.  Portable  dark  rooms  for  examination  and 
refraction  etc.,  are  provided. 
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iv)  ELECTRICITY, WATEK  SUPPLY,  SANITATION, FOOD  ARRANGEMENTS, 
TRANSPORT  ETC., 

For  the  use  of  patients  in  theatres  and  dark  rooms,  electricity 
is  provided  by  providing  additional  lines  if  necessary.  In  the  wards, 
where  patients  are  kept,  electric  lights  are  provided. 

Continuous  water  supply  is  made  available  in  the  camps. 

Sanitation  arrangements  are  made  by  the  local  Panchayat 
Union  Health  Staff  or  the  Municipal  Health  Staff. 

All  the  patients  and  volunteers  get  free  food  in  the  camps. 

There  was  delay  in  getting  vehicles  sanctioned  for  the  Mobile 
Ophthalmic  Unit.  So  the  vehicles  were  provided  by  the  Revenue  and 
other  departments  for  propaganda,  preliminary  examinations  etc.. 
Sometimes,  patients  are  also  given  transport  because  they  are  blind  and 
come  from  remote  villages. 

v)  PRE— OPERATIVE  PROCEDURE  : 

Nearly  60  to  70%  of  the  patients  operated  in  the  Eye  camps 
were  suffering  from  hyper  mature  cataracts.  The  percentage  of  immature 
cataracts  were  very  few  and  they  had  vision  less  than  2 meters  with  best 
possible  correction.  All  patients  selected  for  cataract  had  a careful 
general  examination  in  addition  to  blood  pressure  etc..  Patients  having 
B.  P.  more  than  100  mm  Hg.  diastolic  were  not  taken  for  cataract 
operation  in  the  camps,  so  also  patients  with  diabetes  and  chronic 
dacryocystitis  were  not  taken  for  operation  in  the  camps.  A local 
examination  of  the  eye  was  also  made  carefully.  In  every  case,  tension 
was  taken  by  Schiotz  tonometer.  These  cases  where  the  tension 
was  above  20  mm.  were  not  taken  for  operation  in  the  camps.  Lacrimal 
passage  is  examined  by  applying  fluroescein  drops  to  the  eyes. 

TRIAL  bandage: 

It  was  not  possible  to  examine  the  conjunctival  smear  of  all 
the  patients.  A ready  method  of  finding  out  the  presence  of  pathogeneic 
organisms  in  the  conjunctival  sac  is  to  clean  the  eye  with  sterile  salaine, 
a sterile  pad  is  put  over  the  eye  and  keep  the  eye  bandaged  for  24  hours. 
At  the  end  of  24  hours,  the  eye  is  examined  for  any  Mucopurulant 
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discharge.  If  the  eye  was  free  from  discharge,  it  was  taken  as  fit  for 
I operation.  Nearly  10%  of  the  patients  admitted  for  cataract  operations 
I had  to  be  rejected  for  some  complications  like  hyper  tension,  diabetes  or 
I other  local  infections.  The  trial  bandage  was  applied  a day  prior  to  the 
1 operation. 

CATARACT  OPERATIONS : 

Patients  were  given  pre-medication  with  one  tablet  of  Diamox 
I and  one  table  of  largactil.  4%  Novocaine  is  applied  as  surface, 

I ananesthetic  and  2%  Novocaine  was  used  for  facial  blocks.  If  it  failed 
! it  was  blocked  near  the  outer  part  of  the  orbit.  Ciliary  block  is  given  with 
i 2'A.  Novocaine.  When  Akinesia  and  anaesthesia  were  good,  patients  were 
put  on  the  table  and  draped.  After  washing  the  eye,  the  superior  rectus 
I suture  is  applied  and  knife  incision  is  made  ab-interne  with  conjunctival 
! flap.  One  corneo-scleral  suture  is  applied  at  12  O’clock  position  with 
i virgin  silk.  A peripheral  or  total  iridectomy  is  done  and  the  lens  is 
I extracted  by  intra-capsular  forceps-  The  suture  is  tied  and  additional 
I sutures  are  placed  in  some  cases.  Both  eyes  are  bandaged  and  the 
I patient  is  transported  from  the  operation  theatre  to  the  post-operative 
I ward. 

POST-OPERATIVE  CARE  : 

Qualified  nurses  and  auxiliary  nurses  are  generally  posted  to  the 
1 post-operative  ward  for  proper  care  of  the  patients.  Whenever  there  is 
pain,  analgesic  are  given-  At  the  end  of  24  hours,  the  operated  eye  is 
opened  and  the  eye  doctor  examines  each  case,  anti-biotic  drops  applied 
1 if  necessary.  Wherever  there  is  suspicion  of  sepsis,  patients  are  isolated 
and  given  anti-biotic  injections-  In  cases  of  iris  prolapse,  patient  is 
taken  to  the  theatre  and  suture  is  applied  after  excising  the  iris-  24 
: hours  after  surgery,  the  patient  is  made  to  move  about  and  is  kept  in  the 
; camp  for  7 days-  At  the  end  of  7 days,  the  patients  who  had  shown 
■ normal  progress  are  discharged.  Patients  who  could  not  come  to  the 
; camps  again  are  given  + 10°  D Spherical  glasses  with  advice  to  wear 
. them  after  six  weeks-  Detailed  instructions  are  given  and  the  patients 
1 are  discharged. 

Cases  which  had  complication  are  sent  to  the  nearest  eye 
I hospital  or  retained  in  the  eye  camps  for  a few  more  days 
.!  The  results  of  operations  are  given  in  Annexure  III- 
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VII.  ECONOMIC  IMPACT  OF  EYE  CAMP  PROJECT : 

A survey  was  made  on  the  economic  impact  on  the  cataract 
operations  done  in  the  eye  camps-  A study  of  400  patients  operated  for 
cataract  revealed  that  they  are  blind  in  both  eyes  for  an  average  period 
of  nine  months  and  their  average  earning  before  blindness  per  month  was 
Rs-  60/--  They  had  lost  an  income  of  Rs-  540/-  and  they  were  a burden  on 
their  relatives  or  depended  on  the  society  for  support-  Recent  surveys 
have  shown  that  nearly  1’5  to  2 percent  of  the  population  are  blind  in 
both  eyes  with  cataract-  In  Tamil  Nadu  state  alone,  there  will  be  six  to 
seven  lakhs  of  blind  people  due  to  cataract.  The  facilities  available  in 
all  the  institutions  can  restore  eye  sight  only  to  about  40,000  people. 
A cataract  operation  in  a camp  costs  about  Rs.  55/--  So,  an  investment 
for  restoration  of  sight  by  operation  will  pay  back  the  individual  and  the 
community  at  least  15  times  more  and  relieve  the  burden  on  the  relatives 
and  society. 

Another  survey  was  made  to  find  out  the  longevity  of  the  people 
who  are  blind  in  cataract  in  the  poor  socio-economic  group-  It  was 
found  that  many  of  these  blind  people  live  only  for  a year-  They  did  not 
get  enough  food  to  eat  and  they  had  no  strong  will  to  live-  Restoration 
of  eye  sight  prolong  their  lives  for  another  10  years- 

VIII.  SOCIAL  IMPACT  OF  THE  EYE  CAMP  PROJECT: 

A blind  man  in  addition  to  his  visual  disability  loses  his  social 
position  in  the  family  as  well  as  the  society.  He  has  been  a burden  on 
the  family  and  he  is  not  consulted  in  important  decisions  in  his  house. 
Once  he  is  blinded,  he  is  virtually  forgotten  and  psychologically  this 
affects  him  more  than  the  visual  disability.  He  has  to  depend  upon  his 
daily  needs  on  somebody  for  help  which  again  affects  him  psychologically. 
Some  of  the  surveys  indicated  that  once  a man  is  blinded  in  both  eyes 
his  movements  are  restricted  and  in  a poor  family,  he  does  not  get  enough 
to  eat  and  he  has  no  ambition  to  live.  Even  ordinary  ailments  kill  this 
man.  In  an  average  poor  family,  a man  blind  in  both  eyes  lives  for  a 
year  or  two  only.  The  greatest  drawback  is  that  he  does  not  have  any 
idea  of  restoration  of  sight  nor  the  possibibiliy  of  getting  it  in  the 
situation  where  he  is  placed-  Once  he  is  operated  and  his  sight  is 
restored,  he  becomes  a new  man  entirely  physically  and  psychologically. 
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He  regains  his  position  in  the  society  and  in  his  house  and  regains 
confidence  to  earn  his  livelihood  and  support  himself.  In  the  villages 
in  India,  most  of  the  people  till  now  think  that  blindness  is  an  eye 
disease  affecting  visibility  in  old  age  and  nothing  could  be  done  for  it. 
They  are  virtually  praying  for  their  last  days  with  no  hope  for  restora- 
tion of  eye  sight. 

The  Eye  camps  have  shown  restoration  of  sight  a practical 
possibility  for  them.  More  and  more  people  are  coming  into  Eye  camps 
or  hospitals  for  treatment  or  operation  for  restoration  of  sight.  Our 
workers  visited  some  of  the  villages  in  remote  areas  not  communicated 
by  roads  in  Ramanathapuram  and  Tirunelveli  districts.  People  who 
are  blind  due  to  cataract  refused  to  come  to  the  camps  or  hospitals. 
They  had  no  knowledge  of  people  getting  their  sight  back  and  it  was 
almost  impossible  to  convince  them  to  come  to  camps.  In  the  last  12 
years,  we  have  been  operating  in  the  same  place,  in  the  same  month  of 
the  year  at  Kallupatti,  Gobichettipalayam  and  Palni.  The  people  who 
have  been  benefitted  return  to  the  villages  and  they  talk  to  other  people 
and  convince  them  that  the  operation  was  simple  and  sight  restoration 
can  be  had.  So  the  knowledge  that  their  sight  could  be  restored  by 
operation  had  to  be  explained  in  detail  by  people  who  have  been 
operated  before  and  it  took  a long  time  to  make  them  aecept  operation 
and  motivate  them  to  seek  eye  relief. 

The  propaganda  organised  with  the  help  of  the  Block  Develop- 
ment and  Revenue  Department  staff  as  well  as  by  Radio  is  able  to  reach 
a large  number  of  villagers  Most  of  these  people  have  not  seen  an 
hospital  especially,  city  hospital  with  all  the  specialised  departments. 

IX.  FUTURE  IMPROVEMENTS  TO  BE  MADE: 

l)  NEED  FOR  MORE  MEDICAL  ASSISTANTS: 

There  is  acute  shortage  of  qualified  eye  doctors  in  India  and 
there  is  no  possibility  of  overcoming  the  shortage  in  the  next  25  to  30 
years.  While  attempts  are  being  made  to  increase  the  number  of  eye 
doctors,  attention  should  be  paid  for  training  Ophthalmic  assistants, 
Opticians  and  other  paramedical  workers.  Even  in  countries  in  America. 
Several  Universities  are  training  Ophthalmic  Assitants,  who  can  help 
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the  eye  doctors  with  certain  examinations  like  taking  vision,  tension, 
fields  etc.  A candidate  who  has  finished  his  High  School  examination 
can  get  training  in  some  of  the  basic  ophthalmology  work,  like  recording 
his  story,  checking  vision,  fields,  tension  etc.  He  can  be  trained  for 
examination  of  lacrimal  passage,  washing  the  eyes,  applying  local  drops 
and  the  medicines.  These  trained  people  will  be  a great  asset.  They 
can  go  to  rural  areas  for  examining  people  selecting  cases  of  cataract, 
detect  glaucoma  cases  etc.  Patients  who  need  refraction  can  be  examined 
by  Opticians  and  prescribed  eye  glasses.  Patients  who  have  muscle 
imbalance  can  be  examined  by  Orthoptists.  In  this  way,  people  in  the 
rural  areas  can  be  examined  more  thoroughly  by  these  para  medical 
people  under  the  guidance  of  one  or  two  qualified  eye  doctors. 

II)  NEED  FOR  MORE  TRANSPORT: 

Even  in  countries  like  America,  there  is  a Mobile  Ophthalmic 
Unit  in  Illinois  State  going  out  to  the  States  and  examine  people  to 
detect  glaucoma,  cataract  and  other  diseases.  With  more  vehicles,  the 
Medical  staff  can  be  transported  with  all  the  equipment  to  small  places 
where  people  can  be  examined  in  detail.  With  the  help  of  para  medical 
workers,  each  village  could  be  covered  and  people  screened  for  any  ail- 
ments. People  who  need  operations  can  be  brought  to  the  eye  camps,  people 
who  need  glasses  can  be  examined  and  prescribed  glasses  either  in  the 
village  or  nearby  place.  People  with  the  eye  infections  and  malnutritional 
diseases  can  be  properly  advised.  This  will  reduce  inconvenience  of  the 
public  especially,  the  blind  people  to  move  out  of  their  houses  and 
crowd  in  State  hospitals. 

III)  NEED  FOR  BASE  CAMP  HORPITALS  : 

At  present,  the  biggest  problem  of  holding  eye  camps  is  to  find 
suitable  places  in  various  taluk  headquarters  for  conducting  eye  camps. 
Only  places  that  are  now  available  are  Schools  and  College  buildings. 
These  buildings  are  available  only  during  vacation  times  and  the  camps 
have  to  be  conducted  during  vacations  only.  So,  in  May  1973,  we  had 
more  than  30  camps  while  in  the  other  months,  we  could  not  hold  more 
than  2 or  3 camps.  In  Coimbatore  City,  a Marriage  Hall  attached  to 
the  Stanes  Mills  has  been  used  as  a Base  Camp.  This  has  been  used 
throughout  the  year  and  nearly  about  2,000  operations  have  been  done 
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at  this  camp.  Some  of  the  Teaching  Hospitals  have  got  provision  only 
for  operating  about  600  patients  in  a year.  In  the  same  way,  if 
accommodation  can  be  provided  in  all  important  towns,  eye  camps  can  be 
organised  throughout  the  year  without  waiting  for  holidays  when  the 
Colleges  and  Schools  get  closed.  Better  care  of  the  patients  also  can  be 
had  as  the  number  of  patients  can  be  distributed  throughout  the  year  and 
there  will  be  less  strain  on  the  staff  of  the  Government,  Revenue  and  other 
departments  and  medical  personnel.  The  advantage  is  that  the  number 
of  patients  admitted  are  not  limited  to  the  number  of  beds  available. 

In  the  city  of  Madurai,  we  had  a temporary  base  camp  hospital 
at  the  Tamukkam  Kalaiarangam  in  Madurai  in  June  ‘73,  719  patients 
are  operated  in  eight  operation  days  and  the  results  are  good. 

iv)  NEED  FOR  BETTER  INSTRUMENTS  ETC: 

Better  the  Instruments,  better  the  surgery.  We  need  good 
corneal  needles,  good  suture  materials,  finer  instruments,  better 
illumination  etc.  Cryo  equipment  helps  us  to  do  better  intra  capsular 
extraction. 

X.  BUDGET: 


APPROXIMATE  COST  PER  EYE  OPERATION  : 


Rs. 

Ps. 

1. 

2. 

Diet  charges  at  Rs.  2.50  per  day  for  10  days 
Medicines  and  dressings  at  Rs.  1-50  per  day  for 

25 

00 

10  days. 

15 

00 

3. 

Service  charges 

3 

50 

4. 

Cost  of  sanitation,  water  supply,  construction 
of  pandal  etc.. 

5 

00 

5. 

Cost  of  maintenance  of  records,  vehicles, 
petrol  charges,  Travelling  Allowance  and 
Daily  allowance  for  staff,  office  expenses 

4 

00 

6. 

Cost  of  free  glass 

2 

50 

Total 

55 

00 

16 


Non-recurring  expenditure  for  purchase  of  one 


van  Rs.  60,000/-,  one  bus  Rs.  1,00,000/-,  and  one 
jeep  Rs.  40,000/- 

...  Rs.  2,00,000/- 

Equipment  and  furniture  (Rs.  1,00,000/-) 

...  Rs.  1,00,000/- 

CHIEF  MINISTER’S  EYE  CAMP  PROJECT. 

ANNEXURE- 

TAKGET  FOR  CATARACT  OPERATIONS: 

Madras 

— 

10,000 

Trichy 

— 

6,000 

Salem 

— 

10,000 

Nilgiris 

— 

1,500 

Kanyakumari 

— 

3,000 

Coimbatore 

— 

10,000 

South  Arcot 

— 

10,000 

Tirunelveli 

— 

15,000 

Tanjore 

— 

10,000 

Ramanathapuram 

— 

6,000 

Madurai 

— 

10,000 

Dharmapuri 

— 

3,000 

Chingleput 

— 

5,000 

North  Arcot 

— 

10,000 

Total 

— 

1,09,500 

I 


OPENING  DAY  OF  EYE  CAMP 


O.  P.  EXAMINATION 


REFRACTION 


B.  P.  BY  MEDICAL  STUDENTS 


! 


I 


TRIAL  BANDAGE 


PREPARATION  BY  VOLUNTEERS 


S.  A.  POLICE  HELP  IN  TRANSPORT 


TEMPORAKY  OPERATION  THEATRE 


CLASS  ROOM  AS  WARD 
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CHIEF  MINISTER’S  EYE  CAMP  PROJECT. 


ANNEXURE-II 

% 

STAFF  PATTERN.' 


SI. 

Category 

Scale 

No, 

1. 

Assistant  Surgeon 

525-25-600-30-690-30-900 

4 

2. 

Head  Nurse 

350-15-500-20-600 

1 

3. 

Staff  Nurse 

300-15-420-20-500 

12 

4. 

Optician 

225-5-250-10-350 

3 

5. 

Theatre  Assistants 

150-4-170-5-225 

3 

6. 

Nursing  Assistant 

130-3-160-180-5-195 

4 

7. 

Electrician 

200-5-250-10-300 

2 

8. 

Pharmacist 

225-5-350 

1 

9. 

Attender 

1 

130-3-160-4-180-5-195 

1 

10. 

Last  Grade  Govt.  Servant 

-do- 

2 

11. 

Sweeper 

-do- 

3 

12. 

Driver 

160-5-240 

4 

13. 

Store  Clerk 

210-5-325 

1 

14. 

Clerk-cum-typist 

-do- 

2 

15. 

Statistician 

350-15-500-20-600 

1 

16. 

Cleaners 

140-5-155-4-175-5-210 

2 

18 


ANNEXURE-III. 


from: 

Dr.  G VENKATASWAMY,  ms.  do.. 

OPHTHALMIC  SURGEON, 
ERSKINE  HOSPITAL, 

MADURAI. 

R.  No  74-M0U/73. 


<Sii, 


Sub:  Chief  Minister’s  Eye  Camp  Project-Report 
for  the  year  ending  June  3rd,  1973. 


I am  very  happy  to  send  you  herewith  a consolidated  list  of 
operations  done  in  various  eye  camps  in  the  9 districts,  in  the  Southern 
part  of  Tamil  nadu.  You  can  find  that  maximum  number  of  operations 
have  been  done  in  the  Coimbatore  District  and  the  maximum  number  of 
cases  were  done  in  the  month  of  May  when  school  buildings  were 
available.  If  only  building  could  be  provided  throughout  the  year,  it 
would  not  have  been  difficult  to  reach  the  target  of  one  lakh  operations. 

The  Revenue  Department  staff  and  the  Development  Department 
Staff  have  done  excellent  work.  This  is  the  first  time  in  the  world  where 
the  Government  staff  have  been  utilised  for  a massive  curative  problem 
like  restoration  of  eye  sight.  If  we  have  to  build  up  eye  hospitals  for 
operating  these  50,000  cataract  operations,  it  will  cost  atleast  30  crores 
of  Rupees.  Even  if  we  were  able  to  build  up  the  buildings,  we  will  not  be 
able  to  have  the  trained  eye  doctors  posted  to  all  these  hospitals.  Even 
if  the  staff  and  hospitals  were  available,  we  will  not  be  able  to  carry  the 
message  right  into  the  villages,  as  we  have  now  done  through  these 
camps. 
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Even  in  advanced  countries  like  America  Dr.  Geiger  says:  “I  am 
seriously  suggesting  that  the  hospital  as  we  now  know  it  is  an  obsolete 
and  ineffective  institution  for  ambulatory  care  and  that  hospitals  for  the 
future  should  be  vastly  different-in  effect,  intensive  care  units  for 

patients  with  critical  and  complex  illness,  and  a more  modest  section 

for  ambulatory  patients  requiring  bed  care  and  for  completely  ambula- 
tory patients  requiring  complex  speciality  resources.  The  hub  of  the 
medical  care  universe  would  be  network  of  comprehensive  communtiy 
health  centres.  I believe  this  model  is  just  as  appropriate  for  middle- 
income  groups  as  for  the  disadvantaged,  and  should  not  be  restricted  to 
the  poor-but  in  this  initial  effort,  the  poor,  with  their  greatest  needs, 
should  have  the  first  priority”. 

The  importance  of  this  programme  is  in  the  revolutionary  idea 
of  mobilising  the  Specialists  from  teaching  hospitals  to  rural  areas  and 
using  the  Govermment  machinery  to  take  the  specialist  treatment  right 
into  the  villages.  The  modern  trend  all  over  the  world  is  to  take  medical 
aid  right  to  the  homes  of  people  so  that  their  working  capacity  and 
productivity  can  be  improved.  Experts  from  all  over  the  world  are 
watching  this  big  experiment  done  in  Tamilnadu  and  T thank  one  and  all 
of  you  for  this  extraordinary  effort  made  by  all  of  you  to  make 
this  a success.  In  the  years  to  come  we  hop 3 we  will  be  able  to  trans- 
form our  society  into  a more  healthy  one,  with  people  free  from  diseases 
and  positive  health. 

I thank  you  all  for  all  the  help. 

Yours  sincerely. 


Dr.  G.  VENKATASWAMY. 
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CHIEF  MINISTER  Dr.  Kalignar.  M.  KARUNANIDHI 
FREE  EYE  CAMP  PROJECT  TARGET  AND  ACHIEVEMENTS. 

June  1972  to  June  1973, 


I TRICKY  DISTRICT 

1. 

Dalmiapuram 

— 2167 

Target 

2. 

Pudukottai 

— 548 

Achievements 

3. 

Karur 

— 592 

4. 

Musiri 

- 615 

5. 

Jayankondan 

— 397 

6. 

Manappari 

— 149 

7. 

Thirumayam 

- 277 

8. 

Kuzhithalai 

— 353 

9. 

Srirengam 

~ 519 

10. 

Trich  City  Camp 

— 423 

6040 

6000 

6040 


II  SALEM  district: 


1. 

Komarapalyam 

- 1051 

Target 

— 10000 

2. 

Paramathy  velur 

— 768 

Achievements 

- 5131 

3. 

Mettur 

— 457 

4869 

4. 

Attur 

— 554 

5. 

Rasipuram 

- 371 

6. 

Thiruchengodo 

- 509 

7. 

Salem 

— 1014 

8. 

Namakkal 

- 407 

5131 
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III  NILGIRIS  DISTRICT  : 


1. 

Ooty 

— 

97 

Target 

— 1500 

2. 

Coonoor 

— 

209 

Achievements 

- 357 

3. 

Ooty 

— 

51 

1143 

357 

IV  ] 

KANYAKUMARI  DISTRICT: 

1. 

Nagercoil 

— 

151 

Target 

- 3000 

2. 

Kuzhithurai 

— 

54 

Achievements 

— 273 

3. 

Thuckalay 

— 

37 

2727 

4. 

Nagercoil 

— 

31 

273 

V-  COIMBATORE  DISTRICT ! 

1. 

Gopichettipalayam 

— 

2102 

Target 

— 10000 

2. 

Coimbatore  city 

— 

1720 

Achievements 

— 7574 

3. 

Pollachi 

— 

374 

2426 

4. 

Udumalpet 

— 

265 

5. 

Erode 

— 

634 

6. 

Tirupur 

— 

186 

7. 

Dharapuram 

— 

232 

8. 

Sathyamangalam 

— 

117 

9. 

Annur 

— 

218 

10. 

Gopichettipalayam 

— 

279 

11. 

Erode 

— 

716 

12. 

Pollachi 

_ 

731 

— 7574 
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VI.  TIRUNELVELI  DISTRICT : 


1. 

Tiruchendur 

— 320 

Target 

Achievements 

2. 

Thirukkurunkudi 

— 432 

3. 

Tuticorin 

— 310 

4. 

Sankarankoil 

- 507 

5. 

Courtallam 

— 296 

6. 

Sankarnagar 

— 363 

7. 

Nagalapuram 

— 484 

8. 

Koilpatti 

— 808 

9. 

Ambasamudram 

— 473 

10. 

Srivaikundam 

— 300 

4293 


VII. 

TANJORE  DISTRICT  : 

1. 

Thiruvarur 

- 2035 

Target 

2. 

Mayuram 

- 1723 

Achievements 

3. 

Mannarkudi 

— 570 

4. 

Pattukottai 

— 827 

5. 

Tanjore  Town 

- 666 

6. 

Kiimbakonam 

— 840 

7. 

Nagapattinam 

- 301 

— 15000 

— 4293 

10705 


— 10000 
— 6962 

3038 


6962 
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VIII. 

RAMNAD  DISTRICT  : 

1. 

Tiruppattur 

- 778 

Target  — 6000 

2. 

Paramakudi 

- 534 

Achievements  — 3737 

3. 

Virudhunagar 

— 412 

2263 

4. 

Sivakasi 

- 351 

5. 

Aruppukottai 

- 274 

6. 

Sivagangai 

— 200 

7. 

Sathur 

— 149 

8. 

Rajapalyam 

— 455 

9. 

Ramnad 

- 584 

3737 


IX,  MADURAI  DISTRICT  : 


1. 

Palani 

— 847 

Target  — 

10000 

2. 

Bodi 

— 848 

Achievements  — 

5504 

3. 

Melur 

— 940 

4496 

4. 

Usilampatti 

— 1229 

5. 

Dindigul 

— 562 

6. 

Vaigaidam 

— 160 

Total  Target  for  9 

Districts  — 

71500 

7. 

Kumbum 

— 292 

Now  Achieved  upto 

8. 

Natham 

— 144 

3rd  June  ’73  — 

39871 

9. 

Usilampatti 

— 482 

Total  — 

31629 

5504 

MADRAS 

AREA  — 9494 

TAMILNADU 
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